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Abstract 
Aim: To develop and psychometrically test the Barriers to Nurses’ use of Physical 
Assessment Scale. 
Background: There is growing evidence of failure to recognise hospitalised patients at risk 
of clinical deterioration, in part due to inadequate physical assessment by nurses. Yet, little is 
known about the barriers to nurses’ use of physical assessment in the acute hospital setting 
and no validated scales have been published.  
Design: Instrument development study.  
Method: Scale development was based on a comprehensive literature review, focus groups, 
expert review and psychometric evaluation. The scale was administered to 434 acute care 
registered nurses working at a large Australian teaching hospital between June and July 2013. 
Psychometric analysis included factor analysis, model fit statistics and reliability testing. 
Results: The final scale was reduced to 38 items representing seven factors, together 
accounting for 57.7% of the variance: (1) reliance on others and technology, (2) lack of time 
and interruptions, (3) ward culture, (4) lack of confidence, (5) lack of nursing role models, (6) 
lack of influence on patient care, and (7) specialty area. Internal reliability ranged from .70 to 
.86. 
Conclusion: Findings provide initial evidence for the validity and reliability of the Barriers 
to Nurses’ use of Physical Assessment Scale and point to the importance of understanding the 
organisational determinants of nurses’ assessment practices. The new scale has potential 
clinical and research applications to support nursing assessment in acute care settings. 
 
Keywords: Barriers scale, health assessment, instrument development, nursing assessment, 
nursing observation, patient assessment, physical assessment. 
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Summary Statement 
Why is this research needed? 
• Acute care nurses are responsible for identifying and responding to patients at risk of 
clinical deterioration to prevent serious adverse events.   
• There is growing evidence of failure to recognise hospitalised patients at risk of 
clinical deterioration, in part due to inadequate physical assessment by nurses. 
• Very little is known about the factors that influence nurses’ assessment practices in 
the acute care setting and presently no scales exist to measure barriers to nurses’ use 
of physical assessment.   
What are the key findings? 
• Results support the new 38-item Barriers to Nurses’ use of Physical Assessment Scale 
as a valid and reliable measure in the acute hospital environment. 
• Barriers to RNs’ use of physical assessment include reliance on others and 
technology, lack of time and interruptions, ward culture, lack of confidence, lack of 
nursing role models, lack of influence on patient care, and specialty area. 
How should the findings be used to influence policy/practice/research/education? 
• This new measure should encourage future researchers and clinicians to assess the 
barriers to nurses’ use of physical assessment, to better understand how to support 
nursing assessment in acute care settings. 
• Barriers to nurses’ use of physical assessment may impair timely recognition of 
patient deterioration and interventions targeting these factors may improve patient 
outcomes. 
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INTRODUCTION 
Clinical deterioration frequently goes unnoticed in hospitalised patients (Massey et al. 
2009). Growing concerns about failure-to-rescue rates have prompted government initiatives 
and consensus statements designed to improve timely recognition of acutely ill patients in 
hospital (e.g., National Institute for Health and Clinical Excellence 2007, Australian 
Commission on Safety and Quality in Health Care 2010). Given that detectable physiological 
signs often precede deterioration (Jones et al. 2011), hospitals have implemented early 
warning systems and rapid response teams to identify and respond to patients at risk of 
clinical deterioration. Yet, there is insufficient evidence about the effectiveness of these 
interventions (Jones et al. 2011, Kyriacos et al. 2011). These hospital safety initiatives 
depend on registered nurses’ (RNs) ability to detect patients at risk of clinical deterioration 
through attentive surveillance, a process which includes ongoing observation and assessment, 
recognition, interpretation of clinical data, and decision-making (Kutney-Lee et al. 2009). 
The reasons for nurses failing to recognise and respond to clinical deterioration are complex 
(Jones et al. 2009), but a key finding is that nurses tend to rely on intuitive judgement rather 
than physiological signs and physical assessment of the patient (Odell et al. 2009). Reasons 
for this are unclear and the factors influencing nurses’ assessment practices is an 
understudied area.  
Studies investigating acute care RNs’ use of physical assessment support the above 
findings. Nursing programs typically educate students to perform over 120 physical 
assessment skills (Giddens & Eddy 2009, Birks et al. 2013b), yet only a subset of these skills 
are routinely used by RNs in clinical practice. Secrest, Norwood and DuMont (2005) found 
that 92.5% of physical assessment skills on a 120-item survey were taught and practiced in 
nursing degree programs, yet only 29% of the skills were actually used on a daily or weekly 
basis by practicing nurses. Giddens (2007) also found that among 193 RNs, only 30 out of 
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126 physical assessment skills surveyed were reported to be routinely performed. The 
remaining skills were performed occasionally or not at all. A secondary data analysis 
comparing 48 associate degree and 48 bachelor degree prepared RNs matched by clinical 
area and years of experience found that frequency of physical examinations did not differ by 
educational preparation or years of experience (Giddens 2006). Taken together, these 
findings suggest a disconnect between what is taught and what is practiced. 
Although there is a paucity of research on the use of physical assessment by RNs in 
Australia, the available data replicates findings from the US. A recent study of 1220 nurses 
using Giddens’ 121-item survey of physical assessment skills found only 34% of skills were 
routinely used in practice (Birks et al. 2013a). Many skills had been learnt by nurses but 
never performed (35.5%) or used rarely (31%) in their clinical practice. However, in contrast 
to Giddens’ work, the survey also elicited comments by nurses that use of skills were 
influenced by lack of time available to complete assessments, area of clinical practice or 
specialty and the presence or absence of other health care workers such as medical and allied 
health staff. Based on these findings, Birks and colleagues argued the relevance of each skill 
appears to have little bearing on the frequency of use by nurses and further research is needed 
to explore the barriers to physical assessment. 
In this study we sought to develop and test a measure of barriers to nurses’ use of 
physical assessment, defined as the collection of objective patient data using the techniques 
of inspection, palpation, percussion and auscultation (Fennessey & Wittmann-Price 2011). 
Given its central role in the recognition of deterioration, the focus of our study was patient 
physical assessment which differs from the broader concept of health assessment (Lillibridge 
& Wilson 1999).  
 
 
Barriers to Nurses’ use of Physical Assessment 6 
 
Background 
Existing research on barriers to RNs’ use of physical assessment is sparse. As 
physical assessment skills came to occupy a more prominent role in nursing degree programs 
in the US during the 1980s, a few early small studies investigated perceived attitudes or 
barriers to their use among degree-prepared nurses (Barrows 1985, Colwell & Smith 1985, 
Brown et al. 1987, Sony 1992) or nursing students (Schare et al. 1988). Although the data 
reported were limited, key barriers identified were a lack of confidence or competence to 
perform skills (Colwell & Smith 1985, Brown et al. 1987), the perception that physical 
assessment was performed by physicians or was not a nursing responsibility (Colwell & 
Smith 1985, Sony 1992), and lack of peer support (Barrows 1985).  
More recent research into barriers to RNs’ use of physical assessment is lacking, 
particularly in acute care areas. An Australian study of acute care and domiciliary RNs’ 
health assessment practices found that nurses predominately described their role in health 
assessment as supporting medical practice, rather than as the basis for developing nursing 
care (Lillibridge & Wilson 1999). Skillen et al.’s (2001) study of factors constraining the use 
of physical assessment among RNs working in long-term care facilities identified lack of 
time because of heavy workloads, clients’ unwillingness or inability to participate, lack of 
peer support, lack of resources and poor physical environment, and the belief that it is not the 
nurse’s role. Another qualitative study of cardiac nurses in the UK found physical assessment 
skills were used selectively, based on their perceptions of role boundaries, the nurse’s role 
and their own development, and level of support from others (Edmunds et al. 2010). Studies 
of nurse practitioners have found skills were infrequently performed because they were 
inappropriate to the clinical setting or used only if a problem was suspected (O’Farrell et al. 
2000), a lack of confidence in assessing certain body systems and lack of acceptance and 
support from medical staff (McElhinney 2010). While these qualitative and small descriptive 
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studies identify potentially important barriers, there are clear gaps in the literature. Large 
cross-sectional studies are needed to determine the scope and nature of RNs’ perceived 
barriers to conducting physical assessment in acute care settings, as well as the extent to 
which they influence nursing assessment practices. Complex intervention studies designed to 
address these barriers and improve nursing assessment skills are also needed. However, 
before interventions targeting nurses’ assessment practices can be developed, a valid and 
reliable measure of barriers to physical assessment skills is required.       
Overall, there is growing evidence of suboptimal care of acutely ill ward patients, in 
part due to inadequate patient assessment (Massey et al. 2009, Odell et al. 2009). While the 
existing research on RNs’ use of physical assessment indicates a gap between what is taught 
and what is practiced, very little research has explored the individual and organisational 
barriers to the use of these skills. What does exist is limited by size, scope and methodology. 
Validated measures of barriers to nurses’ use of physical assessment are also lacking. 
Investigators have either included open-ended questions or devised their own checklists of 
potential barriers, raising questions about the reliability and validity of measures and making 
comparisons between studies difficult (Lesa & Dixon 2007, Fennessey & Wittmann-Price 
2011). To date, no one has inductively developed and psychometrically tested a scale 
measuring barriers to RNs’ use of physical assessment in acute care settings. Without such a 
measure, it will be impossible to tailor or evaluate the effects of interventions targeting 
barriers to nursing assessment practices in the clinical environment. The purpose of this 
research, therefore, was to develop and test a measure of barriers to RNs’ use of physical 
assessment in the acute hospital setting. It was part of a larger study examining RNs’ 
assessment practices and management of patients at risk of clinical deterioration.  
 
 




To develop and psychometrically test the Barriers to Nurses’ use of Physical 
Assessment Scale. 
Methodology 
 Phase one: Item development. We followed DeVellis’ (2012) guidelines for scale 
development to generate an item pool, conduct an expert review of the item pool and 
psychometric evaluation of the scale. First, preliminary items were developed based on a 
comprehensive review of the literature. We searched CINAHL and MEDLINE databases 
from 1980 to 2013 using the following search terms: nurs*, physical assessment, physical 
examination, health assessment, nursing observation, patient assessment, barriers and 
attitudes. We retrieved 16 original research and 5 review articles examining barriers to 
nurses’ use of physical assessment. This revealed 13 potential categories including: ward 
culture, specialty area, time and opportunities for assessment, organisation of nursing work, 
resources and physical environment, role boundaries, peer support, nursing role models, self 
confidence, influence on nursing care, influence on patient outcomes, reliance on technology, 
and patient-related factors. Second, we conducted several focus groups with RNs from the 
target population who were completing continuing education sessions on health assessment. 
The purpose was to explore whether the categories developed from the literature made sense 
to nurses working in acute care areas and captured salient barriers to physical assessment 
from their experience. When possible, the participants’ actual language was used to generate 
possible scale items to enhance item validity (DeVellis 2012). Using these methods, a total of 
52 positively and negatively worded items were developed, representing 13 categories of 
barriers to physical assessment. The number of items included reflected a balance of having a 
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large enough initial pool from which to develop the final scale (DeVellis 2012) and practical 
considerations of respondent burden and response rate. 
 Phase two: Content validation. Following item generation we sought review by a 
panel of 8 nurses with expertise in the area including nurse managers and researchers from 
the target population, as well as nursing academics responsible for teaching postgraduate 
health assessment. Participants were given a list of the 52 items and asked to evaluate each 
item in terms of its clarity and relevance in representing each category (1 = not relevant, 4 = 
highly relevant). Participants also provided written comments if an item was judged to be 
unclear. Using ratings of item relevance, we computed the scale content validity index as .92 
(range = .90–.98) using the method recommended by Polit and Beck (2006) which averages 
the proportion of items rated as 3 or 4 across experts. This exceeds the recommended .90 cut-
off (Polit & Beck 2006). The research team met and evaluated each of these responses, 
modified five statements and arrived at consensus about the items to include in the 
psychometric evaluation of the scale. For example, items about lack of confidence needed 
revision to ensure there was no conceptual overlap with lack of knowledge or ability.   
Phase three: Psychometric evaluation. To evaluate the psychometric properties of 
the scale we conducted a hospital-wide survey at a large tertiary referral teaching hospital 
located in South-East Queensland, Australia. 
Participants. Eligible participants included all RNs (Grade 5 to Grade 8; definitions 
for grades of nursing practice are available at www.health.qld.gov.au/qhpolicy/docs/pol/qh-
pol-179.pdf) working in acute care areas within the divisions of internal medicine, surgery 
and perioperative services, cancer services, women’s and newborn services, and mental 
health services. RNs working in critical care areas were excluded because our focus was 
acute ward environments where support and expertise may differ. From a total of 106 units in 
the hospital, the eligible sampling frame was determined to be 40 acute care areas. 
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Data collection. Participant information sessions were conducted on eligible wards 
prior to data collection by members of the research team. During June and July 2013, all RNs 
received anonymous paper-based surveys containing study information and return self-
addressed envelopes through the hospital internal mail system. Alternatively, RNs could 
complete an online version of the survey using work computers or tablets provided in each 
work area. As an incentive to improve the response rate, respondents could enter a random 
prize draw to win a tablet computer at the end of the data collection period.  
 Data analysis. Survey data were entered into SPSS (version 21) and screened for 
accuracy and missing values. There was very little missing data with less than 2% for all 
scale items. Little’s MCAR test showed that data were missing at random, so we imputed 
missing values using expectation maximization (Fox‐Wasylyshyn & El‐Masri 2005). 
Descriptive statistics were used to summarize sample characteristics and to examine 
frequency distributions for each item. We assessed normality for each variable by inspection 
of histograms and computing skewness and kurtosis indices.   
To evaluate construct validity the underlying structure of the scale was examined by 
exploratory factor analysis (EFA) using principal components analysis with varimax rotation. 
Determining the number of factors to extract was informed by examining eigenvalues greater 
than 1, scree test and parallel analysis using 100 replications of Monte Carlo simulations with 
random datasets of the same size (DeVellis 2012). Following Hair et al.’s (2010) 
recommendations, we considered items were associated with factors if they had loadings of 
.40 or higher and were retained only if they loaded significantly on one factor (at least .20 
difference between loadings). Based on our findings from EFA, we also tested the fit of the 
hypothesized measurement model against the data with confirmatory factor analysis using 
SPSS AMOS (version 21). After reverse scoring relevant items, we then performed reliability 
testing using Cronbach’s alpha for internal consistency on the resulting factors.  
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Mean subscale scores were computed by summing individual items and dividing by 
the number of items in each subscale, so that each subscale score ranged from 1 to 5. Finally, 
as variables were normally distributed we examined associations between nurse and 
workplace characteristics and perceived barriers to physical assessment using correlations, t-
tests and ANOVAs. For all analyses, the level of statistical significance was p < .05. 
Sample 
 Of the 1,591 surveys distributed to our convenience sample, 183 were returned 
because staff were on leave or no longer working in that area. A total of 434 RNs completed 
the survey and comprised the development sample for this study, yielding a response rate of 
30.8%. A sample size of greater than 300 is generally considered adequate for factor analysis 
(Tabachnick & Fidell 2007, DeVellis 2012), with 8.3 participants per item exceeding the 
minimum 5:1 ratio recommended by Hair et al. (2010). 
Instrument 
The final instrument included 52 items. Participants were asked to read each of the 
randomly ordered items and indicate the extent to which they agreed each statement applied 
to their practice on a 5-point Likert-type scale (1 = strongly disagree, 5 = strongly agree). 
The survey also contained questions about participants’ demographic and work 
characteristics such as gender, age, education, clinical role and experience.    
Ethical Considerations 




 Sample characteristics are presented in Table 1. With a mean age of 38.9 years (SD = 
11.5), the majority of the sample were women (90.6%), spoke English as a first language 
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(85.7%), employed part-time (53.7%), and had completed a bachelor’s degree (62.4%). Most 
were RNs (Grade 5, 65.2%) or clinical nurses (Grade 6, 22.1%), who had an average of 8.5 
years’ (SD = 6.8) employment at the hospital and 13.7 years’ (SD = 10.8) clinical experience. 
Factor Analysis 
Before the main analysis, the appropriateness of factor analysis was considered. 
Examination of the correlation matrix indicated that many items were correlated at least .30. 
The Kaiser-Meyer-Olkin measure of sampling adequacy was high at .92 (Hair et al. 2010). 
Bartlett’s test of sphericity was also significant, χ² = 6408.12, p < .001. An EFA was thus 
conducted using principal components analysis (PCA) and varimax rotation, with 
convergence in 7 iterations. Initial solutions revealed that 11 factors had eigenvalues greater 
than 1; however, examination of the scree plot (Figure 1) and parallel analysis indicated that a 
6-factor solution was probably most appropriate. We deleted the poorest performing items, 
one at a time, and re-ran the PCA after each item deletion. We repeated this process until all 
40 items retained had a factor loading of at least .40 and loaded on one coherent factor. 
Forced 6-, 7- and 8-factor extractions were analysed and a 7-factor extraction was determined 
to be the most appropriate based on factor interpretability, together accounting for 57.7% of 
the variance in the scale (Table 2). These subscales were named (1) reliance on others and 
technology, (2) lack of time and interruptions, (3) ward culture, (4) lack of confidence, (5) 
lack of nursing role models, (6) lack of influence on patient care, and (7) specialty area. A 
further 2 items were deleted based on item-level reliability analysis which did not alter the 
scale’s factor structure. 
Based on these findings we also conducted a confirmatory factor analysis using 
maximum likelihood estimation to examine model fit. Fit indices provided additional 
evidence that our final 7-factor scale represents an adequate fit of the data: normed χ² = 1.90, 
root mean square error of approximation (RMSEA) = .05 (90% confidence interval = .04 to 
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.05), and comparative fit index (CFI) = .91. Recommended cut-offs for goodness-of-fit given 
the sample size and number of variables are normed χ² < 3, RMSEA < .07 with CFI  > .90 
(Hair et al. 2010). Inspection of standardized regression weights showed all items loaded 
significantly (p < .001) on the hypothesized measurement model, and no modifications were 
warranted based on the values calculated. 
Descriptive Statistics and Reliability 
Summary statistics for each subscale are presented in Table 3, with mean subscale 
scores for specialty area (3.48), lack of time and interruptions (2.69) and lack of nursing role 
models (2.63) all exceeding the midpoint (possible range = 1 to 5). Perceived lack of 
influence on patient care (2.06) in contrast, was scored the lowest. Reliability analysis 
showed the scale to be internally consistent (DeVellis 2012), with Cronbach’s coefficient 
alpha ranging from .70 to .86 for each subscale; coefficient alpha for the total 38-item scale 
was .80. The correlations between subscales ranged from .03 (specialty area and lack of 
influence on patient care) and .61 (lack of nursing role models and ward culture). Corrected 
item-total correlations of the 38 items ranged from .34 to .79. Inspection of item means and 
variances also demonstrated adequate item performance without evidence of floor or ceiling 
effects.   
Associations between Sample Characteristics and Barriers to Physical Assessment 
 No significant associations were found between nurses’ perceived barriers to use of 
physical assessment skills and age, gender, level of education, or employment status. Having 
greater than 10 years’ nursing experience was associated with lower perceptions of lack of 
time and interruptions, F(3, 406) = 4.45, p = .004, and lack of confidence, F(3, 409) = 3.68, p 
= .01. In contrast, having less than 5 years’ experience was associated with greater 
endorsement of a lack of nursing role models, F(3, 410) = 2.75, p = .04. RNs from non-
English speaking backgrounds scored higher on reliance on others and technology, t(415) = -
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2.04, p = .04. Compared to RNs and clinical nurses (Grade 5 or 6), nursing management 
(Grade 7) were less likely to perceive a reliance on others and technology, F(2, 411) = 4.44, p 
= .01, or lack of influence on patient care, F(2, 419) = 3.32, p = .04, as barriers to physical 
assessment. Finally, RNs working in women’s and newborn services or mental health 
services both rated specialty area higher compared to other service divisions as influencing 
their use of skills, F(5, 423) = 2.46, p < .001.  
DISCUSSION 
This is the first study to develop a measure of barriers to nurses’ use of physical 
assessment skills in the acute care setting. Overall, the findings provide initial evidence for 
the validity and reliability of the scale, which has potential clinical and research applications 
to better understand the factors influencing nursing assessment and how to support the use of 
assessment skills in acute care settings. The findings also extend the current debate in the 
literature about the relevance of teaching physical assessment skills that are infrequently used 
by RNs in their daily work (e.g., Secrest et al. 2005, Giddens 2007, Giddens & Eddy 2009, 
Fennessey & Wittmann-Price 2011, Birks et al. 2013a, 2013b), by revealing salient barriers 
that shape nurses’ assessment practices. Counter to recommendations that nurse educators 
should limit the teaching of physical assessment skills to those most frequently used (e.g., 
Giddens 2007, Giddens & Eddy 2009, Zambas 2010, Anderson et al. 2013), we would argue 
that reductionist interpretations of the gaps previously identified in the literature between 
what is taught and what is practiced by some authors ignores the importance of the broader 
context in which nursing practice is situated. While further research is needed to confirm 
whether these barriers predict RNs’ actual use of physical assessment skills, our findings 
suggest the assumption that the physical assessment skills used by nurses in practice reflect 
those they feel are most relevant for everyday nursing practice is overly simplistic. Greater 
attention to the barriers RNs encounter in performing physical assessment is needed to 
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understand nurses’ work practices and failure to recognise patients at risk of clinical 
deterioration. 
Some of the subscales that emerged in this study clustered somewhat differently than 
expected based on the items originally developed. Accounting for over a quarter of the 
variance (27.5%), the subscale ‘reliance on others and technology’ suggests the way RNs 
perceive their role in physical assessment is largely shaped by both professional boundaries 
(e.g., ‘It’s not the nurses role to conduct a physical assessment of the patient’, ‘Nurses don’t 
need to use many physical assessment skills to do their job well’) and their relationship with  
technology in practice (e.g., ‘Use of technology reduces the need for nurses’ physical 
assessment skills’, ‘I tend to rely on monitoring equipment to collect assessment data’). A 
reliance on others and technology distances the nurse from the patient and leads to deskilling 
of quintessential nursing tasks such as skilled patient observation and assessment through the 
senses (Wheatley 2006). It also reflects ongoing debate in the literature about whether 
physical assessment is even a legitimate role for nurses (West 2006, Lesa & Dixon 2007, 
Zambas 2010, Fennessey & Wittmann-Price 2011). This is problematic for nurses primarily 
because of the blurring of professional boundaries around physical diagnosis and so authors 
have been careful to distinguish between the purpose of nursing and medical assessment (e.g., 
Crow et al. 1995). In practice, nurses need to negotiate these tensions and this subscale 
appears to capture nurses’ reluctance to incorporate physical assessment beyond culturally 
sanctioned skills such as vital signs using electronic monitoring. 
The subscale ‘lack of time and interruptions’ brings together time and workload 
pressures (e.g., ‘I don’t have time to use physical assessment skills because of my workload’) 
as well as issues around the organisation of nursing work that prevent uninterrupted time for 
physical assessment (e.g., ‘Completing checklists and documentation means I don’t have time 
to use physical assessment skills’, ‘Too many interruptions during my work prevent me from 
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doing physical assessment’). While acute care RNs are busy and may not have enough time 
to conduct an in-depth physical assessment of their patients (Birks et al. 2013a), in contrast to 
medicine the nursing physical examination also tends to be covert and opportunistic. As 
Sandelowski’s (2000) historical analysis of the nurse’s role in patient observation reveals, “in 
contrast to physicians, who performed their physical examinations in a very public and even 
intentionally dramatic way, nurses learned to disguise the assessments they performed” (p. 
71). These structural factors influencing the organisation of nursing work have contributed to 
both a lack of dedicated time for nursing assessment as well as to the invisibility of the RNs’ 
contribution to the physical assessment of the patient.  
The remaining barrier subscales including ward culture, lack of confidence, lack of 
nursing role models, lack of influence on patient care, and specialty area are readily 
interpreted and supported by previous literature (Colwell & Smith 1985, Brown et al. 1987, 
Sony 1992, Wilson & Lillibridge 1995, Skillen et al. 2001, Birks et al. 2013a). Interestingly, 
however, most of the items relating to adequate resources, patient factors and perceived 
influence on nursing care did not cluster to form separate subscales or loaded weakly on other 
subscales and thus were not retained.       
The finding that specialty area, lack of time and interruptions, and lack of nursing role 
models were rated as the most significant barriers to use of physical assessment by RNs in 
this sample underscores the importance of understanding the organisational determinants of 
nurses’ assessment practices. Specialization and lack of time are two of the most common 
barriers to nurses’ use of physical assessment identified in the literature (Skillen et al. 2001, 
Edmunds et al. 2010, Birks et al. 2013a). Giddens’ (2007) analysis of the frequency of RNs’ 
use of physical assessment skills by specialty area suggested that although some skills were 
unique to certain subgroups, the core skills used regularly or frequently by the entire sample 
represented all or the majority of the core skills for each subgroup, except for mental health. 
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Birks et al. (2013a) also identified that use of skills differed for mental health and midwife 
subgroups, although data were not reported for each specialty. Thus, further research is 
needed to examine whether a minimum data set for physical assessment among acute care 
RNs can be identified and whether regular use of these skills improves patient outcomes such 
as failure-to-rescue rates. Intervention studies targeting these organisational barriers are also 
warranted. Our data suggest that a practice development framework that incorporates 
educational and self-efficacy components may be particularly valuable. A recent example is 
Duff et al.’s (2012) intervention study to improve respiratory assessment skills among RNs 
working on surgical wards.    
The lack of associations between perceived barriers to use of physical assessment and 
many of the sample characteristics examined also points to the importance of these factors in 
determining the use of skills, regardless of the RN’s personal characteristics such as age, 
gender or level of education. While surprising, the finding that highest level of education was 
not associated with perception of barriers is consistent with a previous study that found no 
difference in use of physical assessment skills between associate and bachelor degree 
prepared RNs in the US (Giddens 2006). Our data does, however, suggest that the most 
experienced RNs and those working in management roles may be less influenced by barriers 
such as lack of time and interruptions, lack of confidence, reliance on others and technology 
or lack of influence on patient care. Less experienced RNs, in contrast, were more likely to 
perceive a lack of nursing role models as an obstacle to performing assessment skills. Thus, 
although very experienced RNs’ use of physical assessment may be less influenced by these 
barriers, they may not be acting as role models for less experienced staff on the ward. RNs 
from non-English speaking backgrounds tended to endorse a greater reliance on others and 
technology which may reflect cultural differences of foreign nurses, particularly if physical 
assessment by nurses is not routinely taught or encouraged in their country of origin. Finally, 
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like previous studies (Giddens 2007, Birks et al. 2013a), we found RNs working in women’s 
and newborn services or mental health were more likely to agree that they limit the use of 
skills to their specialty area compared to other service divisions in the hospital.       
Limitations 
We acknowledge several limitations in our study. First, despite the large sample size, 
participants in the focus groups, expert panel and development sample were all recruited from 
a single hospital which limits the generalisability of findings to some extent. Given this, there 
may be other barriers that did not emerge in our work that need to be explored in other 
settings. Second, further validation testing of the scale is also needed such as examining its 
relationship to the frequency of physical assessment skills actually performed by acute care 
nurses, which is part of a larger study in progress. Further psychometric testing to establish 
criterion-related validity, test-retest reliability and sensitivity to change would also strengthen 
the utility of the scale. Polit and Beck (2012) argue that while scale developers should ideally 
conduct a second study to undertake validation activities, researchers should strive to 
undertake validation techniques such as confirmatory factor analysis using data from the 
development sample if this is not possible. Developing evidence regarding the psychometric 
adequacy of a scale is an incremental process and future studies will be important to examine 
the properties of the scale in new samples.    
CONCLUSION 
This research has begun to fill some of the gaps in the literature on acute care nurses’ 
use of physical assessment. Although previous research suggests that only a subset of 
physical assessment skills taught in nursing programs are routinely used by RNs in daily 
practice, basic questions about the factors influencing their use have not previously been 
explored. A major contributor to these knowledge gaps has been a lack of validated measures. 
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This is an area of great significance for nursing practice given nurses’ central role in patient 
assessment and its incontrovertible link to improved patient outcomes. 
In conclusion, the development and psychometric evaluation of the Barriers to 
Nurses’ use of Physical Assessment Scale reported here provides initial support for the 
validity and reliability of this new scale. We hope this measure will encourage future 
researchers and clinicians to assess the barriers to nurses’ use of physical assessment, to 
better understand how to support nursing assessment practices and the recognition of clinical 
deterioration in acute care settings.  
Barriers to Nurses’ use of Physical Assessment 20 
 
References 
Anderson B., Nix E., Norman B. & McPike H. D. (2013) An evidence based approach to 
undergraduate physical assessment practicum course development. Nurse Education 
in Practice, Advance online publication, http://dx.doi.org/10.1016/j.nepr.2013.08.007 
Australian Commission on Safety and Quality in Health Care [ACSQHC] (2010) National 
consensus statement: Essential elements for recognising and responding to clinical 
deterioration. Sydney, ACSQHC. Retrieved from http://www.safetyandquality.gov.au 
/wp-content/uploads/2012/01/national_consensus_statement.pdf on 26 October 2013. 
Barrows J. (1985) Factors affecting emergency department nurses’ performance of physical 
assessment skills. Journal of Emergency Nursing 11, 80–84. 
Birks M., Cant R., James A., Chung, C. & Davis J. (2013a) The use of physical assessment 
skills by registered nurses in Australia: issues for nursing education. Collegian 20, 
27–33. 
Birks M., James A., Chung C., Cant R. & Davis J. (2013b) The teaching of physical 
assessment skills in pre-registration nursing programmes in Australia: issues for 
nursing education. Collegian, Advance online publication, http://dx.doi.org/10.1016/ 
j.colegn.2013.05.001 
Brown M.C., Brown J.D. & Bayer M.M. (1987) Changing nursing practice through 
continuing education in physical assessment: perceived barriers to implementation. 
Journal of Continuing Education in Nursing 18, 111–115. 
Colwell C.B. & Smith J. (1985) Determining the use of physical assessment skills in the 
clinical setting. Journal of Nursing Education 24, 333–339. 
Crow R.A., Chase J. & Lamond D. (1995) The cognitive component of nursing assessment: 
An analysis. Journal of Advanced Nursing 22, 206–212. 
Barriers to Nurses’ use of Physical Assessment 21 
 
DeVellis R.F. (2012) Scale development: Theory and applications (3rd ed.). Sage, Thousand 
Oaks, CA, USA. 
Duff B., Gardner G. & Osborne S. (2012) An integrated educational model for continuing 
nurse education. Nurse Education Today, Advance online publication, 
http://dx.doi.org/10.1016/j.nedt.2012.11.022 
Edmunds L., Ward S. & Barnes R. (2010) The use of advanced physical assessment skills by 
cardiac nurses. British Journal of Nursing 19, 282–287. 
Fennessey A. & Wittmann‐Price R.A. (2011) Physical assessment: a continuing need for 
clarification. Nursing Forum 46, 45–50. 
Fox‐Wasylyshyn S.M. & El‐Masri M.M. (2005). Handling missing data in self‐report 
measures. Research in Nursing & Health 28, 488–495. 
Giddens J.F. (2006) Comparing the frequency of physical examination techniques performed 
by associate and baccalaureate degree prepared nurses in clinical practice: does 
education make a difference? Journal of Nursing Education 45, 136–139. 
Giddens J.F. (2007) A survey of physical assessment techniques performed by RNs: lessons 
for nursing education. Journal of Nursing Education 46, 83–87. 
Giddens J.F. & Eddy L. (2009) A survey of physical examination techniques taught in 
undergraduate nursing programs: are we teaching too much? Journal of Nursing 
Education 48, 24–29.  
Hair J.F., Black W.C., Babin B.J. & Anderson R.E. (2010) Multivariate data analysis: A 
global perspective (7th ed.). Pearson, Upper Saddle River, NJ, USA. 
Jones D.A., DeVita M.A. & Bellomo R. (2011) Rapid-response teams. New England Journal 
of Medicine 365, 139–146. 
Barriers to Nurses’ use of Physical Assessment 22 
 
Jones L., King L. & Wilson C. (2009) A literature review: factors that impact on nurses’ 
effective use of the Medical Emergency Team (MET). Journal of Clinical Nursing 18, 
3379–3390. 
Kutney‐Lee A., Lake E.T. & Aiken L.H. (2009) Development of the hospital nurse 
surveillance capacity profile. Research in Nursing & Health 32, 217–228. 
Kyriacos U., Jelsma J. & Jordan S. (2011) Monitoring vital signs using early warning scoring 
systems: A review of the literature. Journal of Nursing Management 19, 311–330. 
Lesa R. & Dixon A. (2007) Physical assessment: implications for nurse educators and 
nursing practice. International Nursing Review 54, 166–172. 
Lillibridge J. & Wilson M. (1999) Registered nurses’ descriptions of their health assessment 
practices. International Journal of Nursing Practice 5, 29–37. 
Massey D., Aitken L.M. & Chaboyer W. (2009) What factors influence suboptimal ward care 
in the acutely ill ward patient? Intensive and Critical Care Nursing 25, 169–180. 
McElhinney E. (2010) Factors which influence nurse practitioners ability to carry out 
physical examination skills in the clinical area after a degree level module – an 
electronic Delphi study. Journal of Clinical Nursing 19, 3177–3187. 
National Institute for Health and Clinical Excellence (2007) Acutely ill patients in hospital: 
Recognition of and response to acute illness in adults in hospital (NICE clinical 
guideline No. 50). Retrieved from http://www.nice.org.uk/CG050 on 26 October 
2013. 
Odell M., Victor C. & Oliver D. (2009) Nurses’ role in detecting deterioration in ward 
patients: systematic literature review. Journal of Advanced Nursing 65, 1992–2006. 
O’Farrell B., Ford-Gilboe M. & Wong C. (2000) Evaluation of an advanced health 
assessment course for acute care nurse practitioners. Canadian Journal of Nursing 
Leadership 13, 20–27. 
Barriers to Nurses’ use of Physical Assessment 23 
 
Polit D.F. & Beck C.T. (2006) The content validity index: are you sure you know what’s 
being reported? Critique and recommendations. Research in Nursing & Health 29, 
489–497. 
Polit D.F. & Beck C.T. (2012) Nursing research: Generating and assessing evidence for 
nursing practice (9th ed.). Lippincott, Williams & Wilkins, Philadelphia, PA, USA. 
Sandelowski M. (2000) Devices & desires: Gender, technology, and American nursing. 
University of North Carolina Press, Chapel Hill, NC, USA. 
Schare B.L., Gilman B., Adams G. & Albright J.C. (1988) Health assessment skill utilization 
by sophomore nursing students. Western Journal of Nursing Research 10, 55–65. 
Secrest J.A., Norwood B.R. & DuMont P.M. (2005). Physical assessment skills: a descriptive 
study of what is taught and what is practiced. Journal of Professional Nursing 21, 
114–118. 
Skillen D.L., Anderson M.C. & Knight C.L. (2001) The created environment for physical 
assessment by case managers. Western Journal of Nursing Research 23, 72–89. 
Sony S.D. (1992) Baccalaureate nurse graduates’ perception of barriers to the use of physical 
assessment skills in the clinical setting. Journal of Continuing Education in Nursing 
23, 83–87. 
Tabachnick B.G. & Fidell L.S. (2007) Using multivariate statistics (5th ed.). Pearson, 
Boston, MA, USA. 
West S.L. (2006) Physical assessment: whose role is it anyway? Nursing in Critical Care 11, 
161–167. 
Wheatley I. (2006) The nursing practice of taking level 1 patient observations. Intensive and 
Critical Care Nursing 22, 115–121. 
Wilson M. & Lillibridge J. (1995) Health assessment: a study of registered nurses’ 
knowledge and skill level. Contemporary Nurse 4, 116–122. 
Barriers to Nurses’ use of Physical Assessment 24 
 
Zambas S.I. (2010) Purpose of the systematic physical assessment in everyday practice: 
critique of a “sacred cow.” Journal of Nursing Education 49, 305–310. 
 
 
Barriers to Nurses’ use of Physical Assessment 25 
 
Tables 
Table 1  
Sample Characteristics (N = 434) 
Characteristics n % 
Gender   
Female 393 90.6 
Male 40 9.2 
Age    
Mean, SD 38.9 11.5 
Highest level of education   
Hospital certificate 59 13.6 
Bachelor’s degree 271 62.4 
Postgraduate 99 22.8 
English first language   
Yes 372 85.7 
No 59 13.6 
Clinical role   
Registered nurse/midwife 283 65.2 
Clinical nurse/midwife 96 22.1 
Nurse manager, educator or researcher 47 10.8 
Division currently employed   
Surgical and perioperative 141 32.5 
Internal medicine 119 27.4 
Women’s and newborn 57 13.1 
Cancer care 42 9.7 
Mental health 34 7.8 
Other 38 8.7 
Employment status   
Full-time 191 44.0 
Part-time 233 53.7 
Casual 9 2.1 
Years of experience as RN   
Mean, SD 13.7 10.8 
≤ 3 y 69 15.9 
4-5 y 50 11.5 
6-9 y 70 16.1 
≥ 10 y 232 53.5 
Note. Percentages vary depending on missing data. 
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Table 2 
Rotated Component Matrix for the 38-item Barriers to Nurses’ use of Physical Assessment Scale 
 Factors  
Item 1 2 3 4 5 6 7 h2 
43. It’s not the nurse’s role to conduct a physical 
assessment of the patient. .65       .55 
38. I can gather all the physical assessment data I need 
using electronic monitoring devices. .62       .49 
30. Use of technology reduces the need for nurses’ 
physical assessment skills. .62       .47 
31. Nurses don’t need to use many physical assessment 
skills to do their job well. .60       .46 
18. I see physical assessment as something only the 
doctor does. .60       .55 
44. I tend to rely on monitoring equipment to collect 
assessment data. .58       .41 
36. I only have time to use physical assessment when a 
patient deteriorates. .54       .47 
27. Physical assessment is the responsibility of medical 
or allied health staff. .54       .35 
45. I don’t use physical assessment skills because of the 
task-oriented nature of my work. .53       .55 
14. Lack of time is a barrier to my use of physical 
assessment skills.  .81      .68 
16. I usually don’t have time to do an in-depth physical 
assessment of my patients.  .73      .65 
3. I don’t have time to use physical assessment skills 
because of my workload.  .72      .68 
8. Completing checklists and documentation means I 
don’t have time to use physical assessment skills.  .70      .58 
46. Too many interruptions during my work prevent me 
from doing physical assessment.  .65      .58 
17. The physical environment (e.g., lighting, noise, 
privacy) of the ward makes it difficult to do 
physical assessments. 
 .58      .43 
2. The ward culture is a barrier to my use of physical 
assessment skills.   .72     .61 
5. Assessment is done a certain way on my ward 
which limits the extent of physical assessment skills 
I use. 
  .71     .62 
4. Assessments I make using physical assessment 
skills are not valued by my co-workers.   .66     .59 
Barriers to Nurses’ use of Physical Assessment 27 
 
28. The ward culture discourages nurses from doing 
physical assessment in my workplace.   .64     .66 
10. I feel supported by my colleagues to use physical 
assessment skills.   -.61     .63 
25. Other nurses don’t want to listen when I report my 
physical assessment findings.   .57     .59 
23. I lack confidence in accurately performing physical 
assessment skills.    .82    .79 
20. I worry about my ability to correctly use physical 
assessment skills.    .81    .78 
19. I lack confidence in deciding what physical 
assessment skills to use.    .77    .75 
52. I am sure that I can competently use physical 
assessment skills.    -.65    .64 
41. Physical assessment skills are role modeled by 
experienced nurses on my ward.     .74   .62 
48. Nurse leaders promote the use of physical 
assessment skills in my unit.     .72   .74 
21. Nurses encourage each other to use physical 
assessment skills on my ward.     .72   .65 
51. There is a lack of experienced nursing staff to role 
model physical assessment skills on my ward.     -.48   .48 
24. Information I collect using physical assessment 
skills is used to develop a plan of care.      .66  .53 
47. My ability to use physical assessment skills makes 
a positive difference to patient care.      .66  .58 
33. My ability to use physical assessment skills 
improves the quality of nursing care.      .65  .56 
50. The information I collect using physical assessment 
skills is used to make treatment decisions.      .58  .53 
22. I only use physical assessment skills that are 
relevant to my specialty area.       .84 .71 
13. I don’t use physical assessment skills that are 
outside of my specialty area.       .72 .54 
9. The specialty area I work in determines the physical 
assessment skills I use.       .64 .42 
32. The physical assessment skills I use are restricted to 
my specialty area.       .60 .57 
49. The physical assessment skills I use are determined 
by what is acceptable on my ward.       .47 .44 
Eigenvalue 10.45 2.91 2.41 1.92 1.67 1.38 1.17  
Percent of variance explained 27.5 7.7 6.3 5.1 4.4 3.6 3.1  
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Table 3 
Descriptive Statistics, Reliability and Pearson’s Correlations of Subscales 
Subscale M SD Range α 1 2 3 4 5 6 7 
1. Reliance on others and technology 2.21 0.54 1.00–4.44 .83 –       
2. Lack of time and interruptions 2.69 0.75 1.00–5.00 .85 .52 –      
3. Ward culture 2.26 0.61 1.00–4.67 .84 .50 .49 –     
4. Lack of confidence 2.45 0.76 1.00–5.00 .86 .49 .44 .45 –    
5. Lack of nursing role models 2.63 0.75 1.00–5.00 .78 .38 .41 .61 .45 –   
6. Lack of influence on patient care 2.06 0.48 1.00–4.00 .73 .54 .29 .44 .40 .41 –  
7. Specialty area 3.48 0.64 1.60–5.00 .70 .26 .17 .05 .21 .03 .03 – 
 




Figure 1. Scree plot from initial principal components analysis of the Barriers to Nurses’ use 
of Physical Assessment Scale. 
